INFECTION CONTROL AND HOSPITAL EPIUEMIOLOGY
August 1992 monary infection. Such posthospitalization events can only be chance occurrences. I remind Dr. Widmer of the classic statistical observation of Damon Runyan, the chronicler of Broadway gamblers and racetrack touts: "Life itself is nine to five against."
Characteristics of noncompliant and compliant physicians were fully explored and presented in Table 3 . No difference was evident.
I am mystified by any concern for osteomyelitis and endocarditis, first evident at 30 days after hospital discharge, in an essentially nonbactemmic population of adults successfully treated for pulmonary infection. A 3CLday posthospitalization followup is not only appropriate, it is unique for this type of published study.
The randomization process was not influenced by physician compliance.
Finally, I yield to no one in my admiration of the publications of W. Eugene Sanders, Jr., a distinguished physician-investigator and former fellow Floridian. In fact, Dr. Sanders and I are coauthors of two scientific papers in press at the time of this writing. Moreover, we currently are engaged in discussions of a joint investigation to expand our observations of antimicrobial management of patients with pneumonia and to combine the unique features of our published studies.
N. Joel Ehrenkranz, MD
Florida Consortium for Infection Control South Miami, Florida
Streptococcus salivarius Meningitis Following Myelography
To the Editor:
DeJong and Barrs recently reported two cases of Streptococcus salivarius meningitis following myelography. 1 We wish to report a similar case.
A 50-year-old man had severe low back pain radiating to the left leg and ankle. A lumbar myelography and lumbar epidural nerve block were performed. Approximately 21 hours later, the patient had a temperature of 39.7"C, headache, confusion, and vomiting. He had a slightly stiff neck. The Kernig and Brudzinski signs were both positive. The cerebrospinal fluid (CSF) contained RBC 2601 mm3, WBC 4,420/mm3, 97% neutrophils, protein 369 mg/dl, and glucose 11 mg/dl. The gram stain of CSF showed no organisms, but culture subsequently grew S saliva&s. One of two blood cultures grew S salivan'us. The patient was initially treated with vancomycin and ceftazidime. As soon as the infecting organism was identified, therapy was changed to intravenous penicillin G. The patient was discharged uneventfully after a twoweek course of antibiotic treatment.
There was no previous case of bacterial meningitis following myelography in our hospital. Investigation by the infection control service revealed that face masks were not routinely worn by personnel during myelography. A letter was sent to all the neurologists and neurosurgeons who performed myelography requesting that "everyone in the room wear a face mask; sterile trays be opened immediately prior to use; physicians and/or assistants wear sterile gloves and sterile gown." This request met with much opposition. The neurosurgeons replied that requiring a face mask and sterile gown was an imposition and that they did not intend to follow the recommendation. Inquiries at several large hospitals in the region revealed that a face mask was not required during the procedure of myelography. All our ancillary personnel assisting myelography are now wearing face masks. We have not had another case of bacterial meningitis following myelography during the subsequent 18 months to date.
Bacterial meningitis following myelography is indeed a rare event. In 1985, Schelkun and colleagues reported one case and reviewed the literature; there were 14 cases including their own.2 Therefore, including our patient, there are now 17 reported cases of bacterial meningitis following myelography. There were eight cases caused by viridans streptococci, four caused by S salivarius, one caused by Streptococcus sanguis, one caused by Streptococcus m&is, one caused by group G streptococcus, one caused by Streptococcus bovis, and one caused by Pseudomonas aeruginosa. The majority were from normal oropharyngeal flora. Therefore, it seems that the source of contamination is the mouths of personnel in the room where myelography is performed. Because streptococcal meningitis following myelography is so rare, it has been difficult to persuade physicians who do the procedure to wear a face mask.
